That such divergence of views should exist is to be explained, I believe, from two aspects: first, the extreme variability of the clinical course of these tumours; and, second, the rapid recent advances in gynaecological surgery.
There is no subject in clinical gynaecology which at the present time lends itself more to discussion than the treatment of uterine fibroids. On the one extreme these growths are looked upon as being so trivial that they call for no treatment unless symptoms are very urgent; then palliative measures may be employed to tide the patient over the menopause, when the growth will cease from troubling. On the other, their presence is considered at all times to be a menace to life, and when recognised, nothing short of their removal, and, if need be, of the uterus as well, is to be recommended.
With such extreme opinions as these held by eminent gynaecologists, the sufferer frequently is thrown on the horns of a dilemma should she unfortunately have had sufficient interest in her condition to have acquired dual advice. From personal experience in the course of gynaecological practice, there is no condition upon which I am asked to give independent advice more frequently than this; and further, there is certainly none upon which my opinion is more questioned and sought to be corroborated or otherwise.
That such divergence of views should exist is to be explained, I believe, from two aspects: first, the extreme variability of the clinical course of these tumours; and, second, the rapid recent advances in gynaecological surgery.
As is well known, the clinical features of fibromyomata vary almost entirely with the original site and mode of growth in the uterine wall. removed. After removal of the ovaries for a fibroid it was often some months before hemorrhage ceased, and in some cases the operation had no effect at all. As to hysterectomy he had practised only the subperitoneal method, leaving the cervix, and the results had been good.
Dr Haultain said the greatest difficulty he had had in knowing when he had opened into the peritoneal cavity was in a case where an ovarian cyst had ruptured into the peritoneum.
He thought he had got an adherent cyst, and that he had opened into the cyst, and therefore started to dissect the cyst wall off, and went on for a considerable time, finding eventually that lie had been dissecting off the peritoneum from the abdominal wall. As to hemorrhage on the fourth day, he had also had a case of extra-uterine pregnancy where the patient nearly died on the night of the operation, in which ease he had had to plug the vagina for bleeding, which was from aborting decidua, and which might be termed another variety of postpartum hemorrhage. As to the malignant degeneration of a fibroid, he had never had a case before; but from the history of the case shown to-night and from the microscopic appearance in which the diseased and degenerating fibres could be seen and the sarcomatous cells, he certainly must say he was inclined to think that he might try to prove to Dr Haig Ferguson that such a case did occur. As to the question of hernia and the sewing up of the abdominal wound, he himself had never varied in sewing the wound through and through from peritoneum to skin, embracing everything. It might be that some cases of hernia had followed and gone elsewhere to be treated, but so far as his own knowledge was concerned, he had never seen a case of hernia resulting, and until he did see cases he should never give up the through and through method of suturing the abdominal wound for any other mode. It was so rapid, and that was a most important feature in abdominal surgery, whereas to sew up in layers took four or five times as long as sewing through and through. As to trouble resulting from the puncture of vessels, it was the exception not to puncture vessels in stitching up the wound, but in drawing the stitch a little tighter the bleeding at once stopped, and there had been no further hemorrhage. K
